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SUBCHAPTER 1. GENERAL PROVISIONS 
 
10:53A-1.1 Introduction 
(a) Reimbursement for hospice services provided by Medicaid was authorized pursuant to § 
1905(o) of the Social Security Act, codified as 42 U.S.C. § 1396d(o). N.J.S.A. 30:4D-6b(20) 
authorizes the New Jersey Division of Medical Assistance and Health Services to develop a 
program of hospice services.  This chapter, N.J.A.C. 10:53A, Hospice Services, sets forth 
the rules for the provision of hospice services to the terminally ill who are eligible for 
Medicaid/NJ FamilyCare fee-for-service (FFS) program.  Room and board services are also 
available for those Medicaid/NJ FamilyCare FFS beneficiaries residing in a nursing facility 
who are also eligible for hospice services.  The Home Care Services Manual (N.J.A.C. 
10:60), is applicable to hospice care as a waiver service provided under the AIDS 
Community Care Alternatives Program (ACCAP). 
 
(b) This chapter provides the rules for hospice services for Medicaid/NJ FamilyCare FFS 
beneficiaries who are not enrolled in, and receiving services through, a health maintenance 
organization (HMO).  Hospice services provided to a beneficiary who is enrolled with an 
HMO are governed by the policies of the HMO and are not within the purview of these rules. 
 
10:53A-1.2 Definitions 
 The following words and terms, as used in this chapter, shall have the following meanings, 
unless the context clearly indicates otherwise. 
 
 "Benefit period" means a period of time when an individual is eligible to receive hospice 
services. Hospice benefit periods are for the following periods of time: 90 days; 90 days and 
an unlimited number of subsequent 60-day periods. 
 
 "CAP" means a limitation on the payment amount or aggregate days of inpatient care as 
imposed by Medicaid/NJ FamilyCare FFS program on the hospice provider. The "CAP" year 
begins on November 1st of one year and ends on October 31st of the next year. 
 
 "Comprehensive hospice benefits" means the covered services provided by hospices and 
physicians for hospice care, room and board services provided to Medicare/Medicaid/NJ 
FamilyCare FFS beneficiaries residing in a nursing facility, and services unrelated to the 
terminal illness that may be provided by Medicaid/NJ FamilyCare FFS as part of the hospice 
plan of care. The comprehensive hospice benefit does not include hospice services under 
ACCAP or any other waiver program. 
 
 "Dietician" or "dietary consultant" means a person who: 
  1. Is registered or eligible for registration by the Commission on Dietetic Registration of the 
American Dietetic Association;  or 
  2. Has a bachelor's degree from a college or university with a major in foods, nutrition, food 
service or institution management, or the equivalent course work for a major in the subject 
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area; and has completed a dietetic internship accredited by the American Dietetic 
Association or a dietetic traineeship approved by the American Dietetic Association or has 
one year of full-time, or full-time equivalent, experience in nutrition and/or food service 
management in a health care setting; or 
  3. Has a master's degree plus six months of full-time, or full-time equivalent, experience in 
nutrition and/or food service management in a health care setting. 
 
 "Division" means the Division of Medical Assistance and Health Services within the New 
Jersey Department of Human Services. 
 
 "Election of Hospice Benefits Statement" means a written document signed by a 
Medicaid/NJ FamilyCare FFS eligible individual for hospice services, indicating the 
following: the identification of the particular hospice that will provide care to the individual; 
the scope of services and conditions under which hospice services are provided; which 
other Medicaid/NJ FamilyCare FFS services are forfeited when choosing hospice services; 
the individual or his or her representative's acknowledgment that he or she has been given 
a full understanding of hospice care; and the effective date of the signing of the Election of 
Hospice Benefits Statement (FD-378) (incorporated herein by reference as Form #1 in the 
Appendix). 
 
 "Hospice," for the purposes of the New Jersey Medicaid/NJ FamilyCare FFS program 
(hereafter referred to as the Program), means a public agency or private organization (or 
subdivision of such organization) which is licensed by the Department of Health and Senior 
Services as a provider of hospice services consistent with P.L. 1997, c.78; is Medicare-
certified for hospice care; and has a valid provider agreement with the Division to provide 
hospice services. A hospice is primarily engaged in providing supportive or palliative care 
and services, as well as any other item or service, as specified in the beneficiary's plan of 
care, which is reimbursed by the Medicaid/NJ FamilyCare FFS program. Hospice providers 
in New Jersey may be hospital-based or home health agencies, or hospice agencies. 
 
 "Hospice indicator" means a unique date specific identifier in the Medicaid/NJ FamilyCare 
FFS eligibility record which is used in the processing of hospice claims for eligible 
beneficiaries. 
 
 "Hospice services," for the purposes of the Program, means services which support a 
philosophy and method for caring for the terminally ill emphasizing supportive and palliative 
rather than curative care, and includes services, such as home care, bereavement 
counseling, and pain control. 
 
 "Interdisciplinary group" means a group of professionals who are employed by or under 
contract with the hospice, that provide and/or supervise hospice services. The 
interdisciplinary group, at a minimum, must be composed of a physician, a registered 
professional nurse, a medical social worker and a pastoral or other counselor. 
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 "Medical Director" means a physician (M.D. or D.O.) who assumes overall responsibility for 
the medical component of the hospice services and who is employed by or under contract 
with the hospice. 
 
 "Medicare-certified hospice program" means a public/private organization which provides 
hospice care, as described in 42 U.S.C. § 1395x(dd), in individual homes, on an outpatient 
basis and on a short-term inpatient basis. 
 
 "Room and board services," as referred to in this chapter, means the performance of 
personal care services, assistance in activities of daily living, provision of patient social 
activities, the administration of medications, the maintenance of the cleanliness of a 
resident's room, and supervision and assistance in the use of durable equipment and 
prescribed therapies provided to hospice beneficiaries in a nursing facility (identical to those 
provided to non-hospice beneficiaries in a nursing facility). 
 
 "Terminal illness," as referred to in this chapter, means having a medical prognosis of a life 
expectancy of six months or less as certified or recertified, in writing, by a licensed physician 
(M.D. or D.O.). 
 
 "Unrelated services" means services provided that are necessary for the diagnosis and 
treatment of diseases or illnesses that are not in and of themselves related to or are not 
caused primarily by the terminal condition for which hospice services are provided. 
 
10:53A-1.3 Contracting with physicians 
Effective August 5, 1997, hospice providers are no longer required to routinely provide all 
physician services directly.  Medical directors and physician members of the interdisciplinary 
group (IDG) are no longer required to be employed by the hospice.  These physicians can 
now be under contract with the hospice. 
 
 
 
 

END OF SUBCHAPTER 1 
 

http://www.westlaw.com/Find/Default.wl?rs=++++1.0&vr=2.0&DB=1000546&DocName=42USCAS1395X&FindType=L
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SUBCHAPTER 2. PROVIDER REQUIREMENTS 
 
10:53A-2.1 Hospice enrollment requirements and billing processes 
(a) To be approved by the Division as a hospice provider, a hospice must: 
   1. Be licensed by the Department of Health and Senior Services as a provider of hospice 
services in accordance with N.J.A.C. 8:42C.  A copy of the license must be submitted to the 
Division of Medical Assistance and Health Services; 
   2. Be enrolled as a Medicare (Title XVIII) hospice provider.  A copy of the Medicare provider 
enrollment agreement must be submitted to the Division of Medical Assistance and Health 
Services; 
    i. As stated in the Social Security Act, Section 1861(d)(d)(2)(A)(ii) (42 U.S.C. §  
1395x(dd)) on Medicare certification, the term "hospice program" means a public or private 
organization which provides for such care in individuals' homes, on an outpatient basis, and 
on a short-term inpatient basis.  Thus, a Medicare certified hospice shall not limit or market 
hospice services exclusively to a long term care facility population;  and 
   3. Complete and submit the Medicaid "Provider Application" (FD-20);   "Ownership and 
Controlling Interest Statement" (HCFA-1513); and the "Medicaid Provider Agreement" (FD-
62). 
    i. Documents specific to provider enrollment, referenced in (a)3 above, are located as 
Forms #8, #9, and #10 in the Appendix of the Administration chapter (N.J.A.C. 10:49---
Appendix), and may be obtained from and submitted to: 
 
      Unisys Corporation 
       Provider Enrollment 
    PO Box 4804 

Trenton, New Jersey 08650-4804 
 

    ii. Hospice provider agreements are approved by the: 
 

Unisys Corporation 
Provider Enrollment 
PO Box 4804 
Trenton, New Jersey 08650-4804 

    iii. A change in the ownership of a hospice is not considered a change in the individual's 
designation of a hospice and requires no action on the Medicaid/NJ FamilyCare FFS 
hospice beneficiary's part.  The hospice shall notify the Division in writing of a change in 
ownership and shall submit a new application package. 
 
(b) If the hospice is providing hospice services to a Medicaid/NJ FamilyCare FFS 
beneficiary residing in a nursing facility (NF), the nursing facility must be a Medicaid/NJ 
FamilyCare FFS - approved nursing facility.  The hospice must also have a written contract 
with the nursing facility under which the hospice takes full responsibility for the professional 
management of the individual's hospice services and the nursing facility agrees to provide 

http://www.westlaw.com/Find/Default.wl?rs=++++1.0&vr=2.0&DB=1000546&DocName=42USCAS1395X&FindType=L
http://www.westlaw.com/Find/Default.wl?rs=++++1.0&vr=2.0&DB=1000546&DocName=42USCAS1395X&FindType=L
http://www.westlaw.com/Find/Default.wl?rs=++++1.0&vr=2.0&DB=1000546&DocName=42USCAS1395X&FindType=L
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room and board services to the individual. 
  1. Room and board services include the performance of personal care services, assistance 
in activities of daily living, provision of patient social activities, the administration of 
medications, the maintenance of the cleanliness of a resident's room, and supervision and 
assistance in the use of durable equipment and prescribed therapies provided to hospice 
beneficiaries in an NF (identical to those provided to non-hospice beneficiaries in an NF). 
 
(c) If the hospice is already a Medicaid ACCAP hospice provider, in lieu of the process listed 
in (a) above, the hospice shall send a letter citing its ACCAP provider status to the Provider 
Enrollment Unit of the Division whose address is listed in (a)2ii above, requesting approval 
as a hospice provider of room and board services and/or as a provider of the 
comprehensive hospice benefit. 
 
(d) Upon approval as a hospice provider, the hospice shall be assigned a provider number.  
In the event the hospice provider is also an ACCAP hospice provider, the hospice provider 
number will be the same for both programs. 
 
(e) For the purposes of reimbursement, if a physician provides direct patient care services to 
a hospice beneficiary he or she must be an approved Medicaid/NJ FamilyCare FFS 
physician provider (see Physician Services chapter, N.J.A.C. 10:54). 
 
(f) The fiscal agent shall furnish a provider manual to the hospice enrolled as a Medicaid/NJ 
FamilyCare FFS provider. 
 
10:53A-2.2 Changing from one hospice to another 
(a) In order for a hospice beneficiary to change hospices, the hospice policies and 
procedures listed below shall be followed: 
  1. An individual may change hospices once in each benefit period.  The change of the 
hospice is not considered a revocation of the election of hospice services. 
  2. In order to change the designation of the hospice, an individual shall file a signed 
statement, the Change of Hospice, FD-384 form incorporated herein by reference as Form # 
7 in the Appendix, with the hospice where the individual was initially enrolled and also with 
the newly designated hospice.  The statement shall include the following information: 
   i. The name of the hospice from which the individual received hospice services; and 
   ii. The name of the hospice from which the individual will receive hospice services and the 
date the change is effective. 
  3. The original hospice of enrollment and the new hospice must send the Hospice Eligibility 
Form, FD-383 (6/92) to the Medical Assistance Customer Center (MACC), County Board of 
Social Services (CBOSS) or Division of Youth and Family Services (DYFS), as applicable, 
in order to change providers.  (See Form #6, the Hospice Eligibility Form, FD-383 (5/01), in 
the Appendix in this chapter, incorporated herein by reference and N.J.A.C. 10:53A-3.2 for 
the policy for medical and financial eligibility for Medicaid/NJ FamilyCare FFS. 
 
10:53A-2.3 Physician certification and recertification 
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(a) The hospice shall follow these policies and procedures to obtain physician certification of 
the applicant's terminal illness and to certify that hospice services are reasonable and 
necessary for the palliation and management of the terminal illness or related conditions. 
  1. The attending physician, who must be a doctor of medicine (M.D.) or osteopathy (D.O.), 
is the one identified by the Medicaid/NJ FamilyCare FFS beneficiary at the time the 
beneficiary elects to receive hospice services as the primary physician in the determination 
and the delivery of the beneficiary's medical care. 
  2. The written Physician Certification/Recertification for Hospice Benefits Form, FD-385 
(Form # 8 in the Appendix incorporated herein by reference) shall be obtained within two 
calendar days after hospice care is initiated for the first period of hospice coverage. 
   i. If the hospice does not obtain written certification within two days after the initiation of 
hospice care, a verbal certification may be obtained within these two days and a written 
certification no later than eight calendar days after care is initiated.  If these requirements 
are not met, no payment can be made for any days prior to the certification. 
   ii. The signing of the written form shall be done by the hospice Medical Director, or 
physician of the interdisciplinary team and the attending physician (if the applicant has an 
attending physician), and shall include the statement that the applicant's medical prognosis 
is such that the life expectancy is six months or less. 
  3. If the hospice beneficiary revokes the hospice benefit package and then reenters the 
hospice in any subsequent period, the hospice shall obtain, no later than seven calendar 
days after the beginning of that period, a written Physician Certification/Recertification for 
Hospice Benefits Form, FD-385 prepared by the Medical Director of the hospice or the 
physician member of the hospice's interdisciplinary group. 
  4. For subsequent recertifications, a written recertification must be obtained no later than 
two business days after the period begins (after the first 90-day benefit period, after the next 
90-day benefit period, and after each subsequent 60-day period).  The Medical Director of 
the hospice or physician member of the interdisciplinary team shall recertify that the 
individual is terminally ill and that hospice services are reasonable and necessary for the 
palliation and management of the terminal illness or related condition, and, in addition, 
recertify the necessity of the continuing need for hospice services. 
 
  5. In addition, the individual's attending physician is required to recertify the terminal illness 
for each subsequent 60-day benefit period, as described below: 
   i. An additional Physician Certification/Recertification for Hospice Benefits Form, FD-385 
must be obtained prior to each subsequent 60-day period but no later than two days after 
the period begins. 
  6. The hospice must retain the Physician Certification/Recertification for Hospice Benefits 
Form(s), FD-385 on file for review by the Division in the beneficiary's medical record. 
 
10:53A-2.4 Standards for staffing 
(a) The Medical Director of the hospice shall assume overall responsibility for the medical 
component of the hospice services. 
 
(b) The hospice shall designate an interdisciplinary group or groups composed of, at a 
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minimum, the following individuals who are employed by or under contract with the hospice 
and who provide and/or supervise the services offered by the hospice: 
  1. A physician (doctor of medicine or osteopathy); 
  2. A registered professional nurse; 
  3. A medical social worker (see N.J.A.C. 10:53A-3.4 for qualifications); and 
  4. A pastoral or other counselor. 
 
(c) The interdisciplinary group shall be responsible for the following: 
  1. Participation in the establishment of the plan of care; 
  2. Provision or supervision of hospice services in coordination with the beneficiary's 
attending physician; 
  3. Periodic review and updating of the plan of care for each beneficiary receiving hospice 
services with the attending physician; 
  4. Establishment of policies governing the day-to-day provision of hospice services; and 
  5. In-service education for volunteer staff before he or she begins providing care for a 
hospice beneficiary. 
 
(d) A hospice beneficiary, family members, and/or significant others shall participate in the 
formulation of the final plan of care. 
 
(e) The hospice has more than one interdisciplinary group, it shall designate, in advance, 
the group it chooses to execute the functions described above. 
 
(f) The Medical Director or Director of Nursing of the hospice shall designate a registered 
professional nurse to coordinate the implementation of the plan of care for each beneficiary. 
 
(g) Volunteer assistance is an integral part of hospice services.  The hospice shall document 
and maintain a volunteer staff sufficient to provide administrative and patient care in an 
amount that, at a minimum, equals five percent of the total compensated patient care hours 
provided by all paid hospice employees and contracted staff regardless of the payment 
source. 
 
10:53A-2.5 Administrative policy for admission and discharge from room and board 
services in a nursing facility 
(a) If a beneficiary of hospice services is admitted to a nursing facility (NF) from any 
location, or is changed from nursing facility status to hospice status (while residing in a 
nursing facility), or is discharged from the hospice or dies, the NF shall submit to the 
CBOSS and the DHSS field office, a completed Notification from Long-Term Care Facility of 
Admission or Termination of a Medicaid Patient (MCNH-33) (Form #9 in the Appendix, 
incorporated herein by reference) to prompt a change in the beneficiary's status.  For SSI 
beneficiaries, the hospice shall be responsible for notifying the MACC of the beneficiary's 
death or discharge from the NF by completing FD-383 (5/01) (Appendix Form #6).  The 
MACC will be responsible for notifying the Social Security Administration of the beneficiary's 
change in status. 

http://www.westlaw.com/Find/Default.wl?rs=++++1.0&vr=2.0&DB=1012299&DocName=NJADC10%3A53A-3.4&FindType=L
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(b) If the beneficiary residing in an NF chooses hospice benefits, the NF shall submit to the 
fiscal agent, a completed Long Term Care Turnaround Document (TAD) (MCNH-117) (Form 
#11 in the Appendix herein incorporated by reference) to remove the patient from the Long 
Term Care Facility billing system. The following information shall be placed on the MCNH-
117 in the REMARKS column (Field #38 on the bottom): 
 

"DISCHARGED FROM NURSING FACILITY TO HOSPICE" 
 
  1. The hospice beneficiary is removed from the Long Term Care Facility billing system 
effective on the date the Election of Hospice Benefits Statement, FD- 378 (Appendix Form 
#1) is signed.  On that date and thereafter, the Medicaid/NJ FamilyCare fiscal agent will 
directly reimburse the hospice for services rendered to the hospice beneficiary and the NF 
will no longer be reimbursed for care beginning this date.  The hospice shall be responsible 
for reimbursing the NF for room and board services provided under contract with the 
hospice. 
  2. If the beneficiary revokes hospice and returns to NF care, the NF shall complete and 
submit the Long Term Care Turnaround Document (TAD)(MCNH-117) form to the fiscal 
agent.  The following information shall be placed on the MCNH-117 in the REMARKS 
column (Field #38 on the bottom): 
 

"ADMITTED TO NURSING FACILITY AND DISCHARGED FROM HOSPICE" 
 
  3. The effective date of the change from hospice care to NF care is the date the 
Revocation of Hospice Benefits, FD-381 (Form #4 in the Appendix incorporated herein by 
reference) is signed.  The NF will be reimbursed for care provided on this date and 
thereafter, and the hospice will no longer be reimbursed for care beginning on this date. 
 
10:53A-2.6 Recordkeeping 
(a) The medical record of the hospice beneficiary maintained by the hospice shall be 
complete and accurate and reflect the services provided.  The medical record shall include, 
at a minimum, the following information: 
  1. Identification information; 
  2. Certification/recertification documents; 
  3. Informed consent documents; 
  4. Election forms; 
  5. Hospice eligibility forms; 
  6. Pertinent medical history and physical examination data; 
  7. Test results; 
  8. Initial and subsequent assessments; 
  9. Plan of care and updates; and 
  10. Complete documentation of all services and events (including evaluations, treatments, 
and progress notes). 
 



 

 
Division of Medical Assistance and Health Services 

HOSPICE SERVICES MANUAL 
N.J.A.C. 10:53A 
August 4, 2003 

11 
 

(b) All medical records shall be signed and dated by the professional staff person providing 
the service. 
 
(c) The medical record shall be maintained and made available, as necessary, to the 
Division of Medical Assistance and Health Services or its agent for audit and review 
purposes in accordance with State law (see N.J.S.A. 30:4D- 12 and (N.J.A.C. 10:49-13.1). 
 
10:53A-2.7 Monitoring 
(a) On a random selection basis, the Division shall conduct post-payment quality assurance 
reviews based on Surveillance and Utilization Review System (SURS) reports and other 
sources to assure compliance with program, personnel, recordkeeping and service delivery 
requirements.  Provisions shall be made to recover funds, when reviews by the Division 
reveal that overpayments to the hospice have been made.  At the specific request of the 
Division, the hospice shall submit a plan of care and other documentation for those 
Medicaid/NJ FamilyCare FFS beneficiaries selected for a quality assurance review. 
  1. The review shall involve contact with the hospice and the beneficiary and will focus on 

the following areas: 
   i. Number of beneficiaries; 
   ii. Cost per beneficiary, including the "cap" requirements; 
 
   iii. Number of days of service per beneficiary and the quality of services; 
   iv. Comparative analysis between claim payments and the plan of care: and  
   v. Completion of forms necessary for eligibility for hospice services. 
 
(b) On-site monitoring visits shall be made by the Division staff for the purpose of 
determining compliance with the provisions of the Medicaid/NJ FamilyCare FFS hospice 
rules and for quality assurance purposes.  The results of the on-site monitoring shall be 
reported to the hospice with a copy for the Division.  When indicated, a plan of correction 
will be required.  Continued non-compliance with requirements may result in such sanctions 
as: the curtailment of accepting new beneficiaries for services; termination of the hospice's 
provider contract; and/or the suspension, debarment or disqualification of the hospice or 
hospice-related parties from participation in the Medicaid/NJ FamilyCare FFS program. 
 
10:53A-2.8 Provision for provider fair hearings 
Pursuant to the N.J.A.C. 10:49-10, Notices, Appeals and Fair Hearings, providers with the 
New Jersey Medicaid/NJ FamilyCare FFS program have the right to file for fair hearings. 
 
10:53A-2.9 Advance directives 
All hospices participating in the New Jersey Medicaid/NJ FamilyCare FFS program are 
subject to the provisions of State and Federal statutes regarding advance directives, 
including, but not limited to, appropriate notification to patients of their rights, development 
of policies and practices, and communication to and education of staff, community and 
interested parties. Detailed information may be located at N.J.A.C. 10:49-9.15, and sections 
1902(a)(58), and 1902(w)(1) of the Social Security Act (42 U.S.C. §§1396a(a)(58) and 

http://www.westlaw.com/Find/Default.wl?rs=++++1.0&vr=2.0&DB=1000045&DocName=NJST30%3A4D-12&FindType=L
http://www.westlaw.com/Find/Default.wl?rs=++++1.0&vr=2.0&DB=1012299&DocName=NJADC10%3A49-13.1&FindType=L
http://www.westlaw.com/Find/Default.wl?rs=dfa1.0&vr=2.0&DB=1012299&DocName=NJADC10:49-9.15&FindType=L
http://www.westlaw.com/Find/Default.wl?rs=dfa1.0&vr=2.0&DB=1000546&DocName=42USCAS1396A&FindType=L
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1396a(w)). 
 
 

END OF SUBCHAPTER 2 

http://www.westlaw.com/Find/Default.wl?rs=dfa1.0&vr=2.0&DB=1000546&DocName=42USCAS1396A&FindType=L
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SUBCHAPTER 3 BENEFICIARY REQUIREMENTS 
 
10:53A-3.1 Eligibility for covered hospice services 
(a) For the purposes of this subchapter only, the term "applicant" refers to an individual 
applying for hospice eligibility who may or may not be Medicaid/NJ FamilyCare FFS eligible 
at the time of application. 
 
(b) In order to receive hospice services, an applicant must be eligible for Medicaid/NJ 
FamilyCare FFS either in the community or in an institution.  Additionally, an applicant is 
eligible for hospice services in the community if he or she would be eligible for Medicaid if 
he or she were institutionalized.  Eligibility rules are found at N.J.A.C. 10:71, 10:72, and 
10:78, incorporated herein by reference. Applicants eligible only for the Medically Needy 
component of the New Jersey Medicaid program are not eligible for hospice services under 
the Medicaid State Plan benefit.   
  1. The transfer of resource provisions of N.J.A.C. 10:71-4.7 apply to applicants seeking 
hospice services while residing in a nursing facility as well as to applicants seeking eligibility 
for hospice services in the community but whose income disqualifies them from New Jersey 
Care ... Special Medicaid Programs. 
  2. Applicants not already eligible for Medicaid/NJ FamilyCare FFS but who express interest 
in hospice services should be referred to the county board of social services for a 
determination of eligibility. Applicants already residing in a nursing facility should be referred 
to the county board of social services  in which the facility is located. Applicants in the 
community or waiting for placement in a nursing home should be referred to the county 
board of social services in their county of residence. 
  3. The providers of hospice services to Medicaid/NJ FamilyCare beneficiaries enrolled in a 
managed care organization or HMO shall comply with the procedures of that managed care 
organization or HMO, including, but not limited to, any prior authorization or other utilization 
control procedure required. 
 
(c) In addition to financial eligibility, the individual applying for Medicaid/NJ FamilyCare FFS 
hospice eligibility shall meet the following conditions: 
  1. He or she shall voluntarily elect the hospice services (see N.J.A.C. 10:53A-3.2); 
  2. If eligible for Medicare, he or she shall elect his or her Medicare Part A benefits for 
hospice care.  For dually eligible Medicare and Medicaid hospice beneficiaries, the hospice 
benefits election applies simultaneously under both the Medicare and Medicaid programs.  
Thus, Medicare is responsible for the payment of claims for services provided, as first payer 
of the hospice benefit.  Medicaid is responsible for payment for services not covered under 
the Medicare hospice benefit when those services are Medicaid covered services, such as 
any co-payment, co-insurance deductibles, if applicable, and those Medicaid covered 
services listed in N.J.A.C. 10:53A-3.4(g). 
  3. He or she shall be certified or recertified as terminally ill by the attending physician (see 
N.J.A.C. 10:53A-2.3) and be certified by the attending physician that hospice services are 
reasonable and necessary for the palliation or management of the terminal illness or related 
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conditions by the completion of the Physician Certification/Recertification for Hospice 
Benefits Form FD-385 (6/92).  A copy of this form shall be part of the medical record at the 
hospice agency; 
  4. He or she shall have a plan of care for hospice services established prior to and 
consistent with the provision of hospice services.  (For information on the plan of care, see 
N.J.A.C. 10:53A-3.6); and 
  5. He or she shall waive all rights to the following: 
   i. Those hospice services provided by a hospice other than the one designated by the 
beneficiary (unless provided under written arrangements made by the designated hospice); 
and 
   ii. Any Medicaid/NJ FamilyCare FFS services that are related to the treatment of the 
terminal condition for which hospice services were elected, or for a related condition, or for 
services equivalent to hospice care, except for the following services: 
    (1) Those provided (either directly or under arrangement) by the designated hospice; and 
    (2) Those provided by the beneficiary's physician or consulting physician in treatment of 
the terminal condition, if that physician is not an employee of the designated hospice 
receiving compensation from the hospice for those services. 

 
(d) Applicants in eligibility categories listed in N.J.A.C. 10:71 and  10:72, incorporated herein 
by reference, may be eligible for hospice if the applicant meets the criteria listed in (b) and 
(c) above. 
 
10:53A-3.2 Application procedure for medical and financial eligibility for hospice 
services 
(a) The application procedure for completion of the medical criteria for receiving hospice 
services is as follows: 
  1. Individuals requesting or initiating hospice eligibility should be referred to a Medicaid 
approved hospice to complete the hospice medical eligibility requirements for hospice 
services through the completion of the Physician Certification/Recertification for Hospice 
Benefits Form, FD-385 and the Election of Hospice Benefits Statement, FD-378.  The 
hospice agency shall be responsible for confirming Medicaid/NJ FamilyCare FFS eligibility 
and monitoring on-going eligibility including transition into managed care organizations. 
  2. The hospice shall notify the agency (that is, the county board of social services 
(CBOSS), the Division of Youth and Family Services (DYFS), or the Medical Assistance 
Customer Center (MACC) (for SSI beneficiaries), as applicable), that is responsible for 
maintaining the hospice "indicator" (Special Program Number 15) of the completion of the 
medical eligibility requirements in (a)1 above. The notification shall be done through the use 
of the Hospice Eligibility Form, FD-383 (5/01).  The form shall also be sent to the address 
listed below to indicate to the Division the completion of, and/or change in, the medical 
eligibility: 
 

Hospice Program 
Division of Medical Assistance and Health Services 
PO Box 712, Mail Code #35 
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Trenton, New Jersey 08625-0712 
   i. The date of the signing of the Election of Hospice Benefits Statement, FD-378 

determines the date of eligibility for hospice services if the applicant is eligible for 
Medicaid/NJ FamilyCare FFS. 

 
  3. For those cases in which the disability determination for Medicaid eligibility is within the 
jurisdiction of the Disability Review Section, Division of Medical Assistance and Health 
Services, the determination of disability for the first six months of hospice services will be 
based solely on the physician's certification of terminal illness.  (See also N.J.A.C. 10:71-
3.11 through 3.13). 
   i. To ensure the continuity of hospice services after six months, the agency responsible for 
the eligibility determination (that is, the county board of social services (CBOSS')), shall 
inform the Disability Review Section of the beneficiary's eligibility for hospice services based 
upon the physician's certification of terminal illness and the determination of financial 
eligibility. 
   ii. After the initial six-month period, if it appears that such a beneficiary will require and 
elects to continue to receive hospice services, the Disability Review Section of the Division 
shall require medical documentation to validate the disability status based on terminal 
illness as part of the medical recertification.  This documentation is in addition to the 
Physician's Certification/Recertification for Hospice Benefits Form (FD-385) required under 
N.J.A.C. 10:53A-2.3. 
    (1) The required additional documentation consists of the following: 
     (A) A statement from the attending physician of the diagnosis(es), prognosis and the 
stage of illness; 
     (B) Copies of laboratory test results, biopsy and/or pathology reports, Magnetic 
Resonance Imaging (MRI) and Computerized Axial Tomography (CAT) results;  and 
     (C) Copies of any other objective medical documentation which supports the 
diagnosis(es). 
    (2) Individuals who are over 65 years of age, or receiving Medicare, or receiving Social 
Security Disability Insurance Benefits under Title II or Supplemental Security Income (SSI) 
under Title XVI or who could have met the eligibility criteria for Aid to Children with 
Dependent Children (AFDC) that were in place on July 16, 1996, as set forth in N.J.A.C. 
10:81 and 10:82, are not required to be evaluated by the Medicaid Disability Review 
Section. 
    (3) The Disability Review Section will identify and track individuals who are required to be 
evaluated for continuing disability and will contact the provider to initiate the enhanced 
recertification process. 
 
(b) The application procedure for financial eligibility is as follows: 
  1. After medical eligibility has been determined, all applicants (whether previously eligible 
for Medicaid/NJ FamilyCare FFS or not) should be referred to the CBOSS, DYFS or the 
MACC, as applicable, for hospice financial eligibility processing.  If the applicant's 
Medicaid/NJ FamilyCare FFS eligibility status has not been established, is not known, or is 
uncertain, the hospice agency shall contact the MACC to determine where to refer the 
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potential applicant. 
  2. For the beneficiary who had been eligible for regular Medicaid/NJ FamilyCare FFS 
benefits  (such as the Medicaid expansion under NJ FamilyCare as set forth in N.J.A.C. 
10:69, Medicaid Only or New Jersey Care ... Special Medicaid Programs), the CBOSS is 
responsible for assigning the hospice "indicator" and to notify the hospice, in writing, of the 
date of Medicaid/NJ FamilyCare FFS eligibility for hospice by returning the Hospice 
Eligibility Form (FD-383). 
  3. Exceptions: The instructions in (b)1 and 2 above do not apply if the applicant is eligible 
through DYFS or SSI.  For instructions for those eligible through DYFS or SSI, see (b)4 or 5 
below, respectively: 
  4. If the applicant for hospice services is under the supervision of DYFS, DYFS shall be 
responsible for assigning the hospice "indicator" and to notify the hospice, in writing, of the 
date of the Medicaid eligibility for hospice by returning the Hospice Eligibility Form (FD-383) 
(5/01). 
  5. If the applicant for Medicaid hospice services is SSI eligible, the MACC is responsible 
for assigning the hospice "indicator" and to notify the hospice, in writing, of the date of the 
Medicaid eligibility for hospice by returning the Hospice Eligibility Form (FD-383) (5/01).  
(See N.J.A.C. 10:49, Administration, (Appendix Form # 14), for the list of Medical 
Assistance Customer Centers.) 
  6. The medical eligibility materials (copies of the Physician Certification/Recertification for 
Hospice Benefits, FD-385 form and the Election of Hospice Benefits Statement, FD-378, 
shall be forwarded by the hospice to the MACC, CBOSS or DYFS, as applicable. 
  7. All other applicants for room and board services, including those who would lose SSI 
because of monthly income shall be referred to the CBOSS.  For individuals determined 
eligible, see (b)2 above for processing responsibilities. 
 
(c) Rules for retroactive Medicaid/NJ FamilyCare FFS eligibility in N.J.A.C. 10:49, 
Administration, apply to those beneficiaries eligible for Medicaid/NJ FamilyCare FFS prior to 
their Medicaid/NJ FamilyCare FFS application for hospice.  In addition, the following 
retroactive eligibility rule applies: 
  1. No retroactive eligibility payment will be authorized for hospice services prior to the date 
the Election of Hospice Benefit Statement, FD-378 is signed.  Retroactive eligibility for 
hospice services may be established for up to three months prior to Medicaid eligibility 
provided the Election of Benefit Statement, FD-378 had been signed.  Such cases shall be 
referred to the following address for determination of retroactive eligibility: 

Retroactive Eligibility Unit 
Division of Medical Assistance and Health Services 
PO Box 712, Mail Code #10 
Trenton, New Jersey 08625-0712 

  2. For an applicant who becomes initially eligible for Medicaid, solely because of his or her 
hospice status, Medicaid eligibility begins with the date the Election of Hospice Benefits 
Statement, FD-378 was signed by the applicant, or his or her representative.  In these 
cases, retroactive eligibility is not available prior to the date on the Election of Hospice 
Benefits Statement, FD-378. 
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(d) The hospice shall notify the agency determining eligibility MACC, CBOSS or DYFS) 
through a copy of the Hospice Eligibility Form, FD-383 of a change in the beneficiary's 
status which could affect the eligibility for Medicaid/NJ FamilyCare and/or for hospice 
services, a change in the hospice provider status, or a change in a beneficiary's address.  
The CBOSS, DYFS, or MACC will be responsible for notifying the Social Security 
Administration of the beneficiary's change in status, if applicable. 
 
(e) A limited access Medicaid Eligibility Identification Card (MEI) with the statement "Except 
for hospice and physician services, CHECK WITH HOSPICE PROVIDER for other services" 
shall be issued to a fee-for-service Medicaid beneficiary who is eligible for hospice services.  
The hospice shall provide the name and telephone number of the contact person within the 
hospice so that other providers may obtain approval from the hospice for other than hospice 
and physician services. 
 
(f) For Medicaid/NJ FamilyCare beneficiaries who are also enrolled in a commercial 
managed care organization or HMO, the hospice provider shall coordinate services and 
obtain approval from the private HMO as the primary payer. 
 
(g) For Medicaid/NJ FamilyCare beneficiaries enrolled in managed care plans, hospice 
services are provided by their HMO.  The HMO procedures of the beneficiary's particular 
HMO shall apply to hospice services. 
 
10:53A-3.3 Benefit periods 
(a) There are two 90-day benefit periods and an unlimited number of subsequent 60-day 
periods. The benefit periods shall be recorded on a Hospice Benefits Statement, FD-379 
(Form # 2 in the Appendix, incorporated herein by reference) and filed in the beneficiary's 
medical record. 
 
(b) Contents of the Election of Hospice Benefits Statement, FD-378 (Appendix Form # 1) 
shall include the following: 
  1. The identification of the particular hospice that will provide the care to the applicant; 
  2. The applicant's or his or her representative's acknowledgment, that he or she has been 
given a full understanding of hospice services; 
  3. The applicant's or his or her representative's acknowledgment that he or she 
understands that the regular Medicaid/NJ FamilyCare FFS services other than hospice 
services are waived by the signing of the Election of Hospice Benefits Statement, FD-378 
and/or the Representative Statement for the Election of Hospice Benefits, FD-380 (Form #3 
in the Appendix, incorporated herein by reference), unless the services are prior authorized; 
  4. The effective date of the election statement; and 
  5. The signature of the applicant or the applicant's representative. 
 
(c) If the applicant or his or her representative files an Election of Hospice Benefits 
Statement, FD-378, the hospice applicant is eligible for two 90-day benefit periods of 
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hospice services totaling 180 days and an unlimited number of subsequent 60-day periods 
with the approval of the hospice provider. 
  1. A hospice beneficiary shall designate an effective date for the beginning of hospice 
services which shall not be earlier than the date the election is made. 
 
(d) Revocation of election of hospice services shall be as follows: 
  1. The beneficiary may choose at any time to institute a "break" (a time period when care 
other than hospice care is given) between benefit periods or by a revocation of hospice 
services. 
  2. The Election of Hospice Benefits Statement, FD-378 shall be considered to be valid 
through subsequent benefit periods if there is no "break" in care. 
  3. A new Election of Hospice Benefits Statement, FD-378 is required to be filed following a 
break or revocation of hospice service. 
   i. The beneficiary or his or her representative shall file a signed statement with the hospice 
provider that indicates the beneficiary revokes the election for Medicaid/NJ FamilyCare FFS 
coverage of hospice services for the remainder of the election period with the date that the 
revocation is to be effective. 
   ii. When revoked, the beneficiary forfeits hospice services for any remaining days in the 
benefit period.  A beneficiary may not receive hospice services later than the effective date 
that the revocation is signed. 
   iii. The hospice shall immediately notify the agency that determined hospice eligibility 
(either CBOSS, DYFS or the MACC) of the revocation of hospice, verbally if possible, and 
also by filling out and submitting the Hospice Eligibility Form, FD-383 (5/01) to the eligibility 
source (CBOSS, MACC or DYFS, as applicable) so that the beneficiary's hospice eligibility 
may be terminated.  The hospice shall also fill out the Termination of Hospice Benefits, FD-
382 (Form #5 in the Appendix, incorporated herein by reference) and retain this form in the 
beneficiary's medical record. 
 
(e) Entitlement to all other Medicaid/NJ FamilyCare FFS services may be restored if the 
beneficiary continues to be Medicaid/NJ FamilyCare FFS eligible, under the following 
circumstances: 
  1. When the 180 days of hospice entitlement has expired, and the beneficiary does not 

choose the unlimited benefit periods; or 
  2. When the beneficiary revokes hospice services. 
 
(f) When a hospice beneficiary residing in a nursing facility revokes the hospice benefits and 
returns to the status of a patient of the NF, the hospice shall proceed, as follows: 
  1. The Hospice Eligibility Form, FD-383 (5/01) shall be completed and submitted to the 
MACC after the beneficiary has signed the Revocation of Hospice Benefits, FD-381 form 
indicating he or she has revoked the Medicaid/NJ FamilyCare FFS hospice benefit. 
  2. The nursing facility shall conform to the nursing facility rules and regulations in N.J.A.C. 
10:63, Long Term Care Services, for admission and placement and shall treat this 
beneficiary in the same manner as other persons being admitted or placed in the NF. 
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10:53A-3.4 Covered hospice services 
(a) The amount, character, and scope of New Jersey Medicaid/NJ FamilyCare FFS hospice 
services shall be the same for all hospice beneficiaries and shall not be less than the 
hospice services provided under Medicare (Title XVIII) (Section 1861(dd) et seq. of the 
Social Security Act, codified as 42 U.S.C. Section 1395x(dd)1). 
 
(b) The Division reimburses for covered hospice services that are reasonable and 
necessary for the palliation and management of the terminal illness, and which are provided 
to a hospice beneficiary consistent with the beneficiary's individualized plan of care. 
  1. Required hospice services which shall be available to the hospice beneficiary include 
nursing care, medical social services, supervisory physician services, counseling services, 
durable medical equipment and supplies including drugs and biologicals, homemaker/home 
health aide services, physical therapy, occupational therapy and speech-language 
pathology services. 
   i. The following services are considered "core" hospice services: nursing care, medical 
social services, physician services and counseling services. 
    (A) A hospice provider shall ensure that substantially all core services are routinely 
provided directly by hospice employees. 
     (1) A hospice may use contracted staff, if necessary, to supplement hospice employees 
in order to meet the needs of hospice beneficiaries during periods of peak patient loads or 
under extraordinary circumstances or to obtain physician specialty services. 
     (2) If contracted staff is used, the hospice shall maintain professional, financial and 
administrative responsibility for the services and shall assure the qualifications of the staff 
and that services meet all requirements under each level of care. 
  2. Effective on August 4, 2003, any other item or service which is specified in the patient’s 
plan of care and for which payment may otherwise be made under Medicaid shall be a 
covered service under the Medicaid/NJ FamilyCare hospice benefit. For example, a hospice 
determines that a patient’s condition has worsened and has become medically unstable and 
that an inpatient stay will be necessary for proper palliation and management of the 
condition.  The hospice adds this inpatient stay to the plan of care and decides that, due to 
the patient’s fragile condition, the patient will need to be transported to the hospital by 
ambulance.  In this case, the ambulance service becomes a covered hospice service. 
 
(c) Covered hospice services are reimbursed at predetermined, prospective, inclusive rates 
corresponding to one of four levels of care.  Two of the levels of care are reimbursed for 
services provided in the home: Routine Home Care and Continuous Home Care; and two 
levels of care are reimbursed for services provided on an inpatient basis: Inpatient Respite 
Care and General Inpatient Care in either a hospital or nursing facility (see also, N.J.A.C. 
10:53A-4.1).  The provisions at (c)1 through 4 below apply to the levels of care provided by 
the hospice. 
  1. The routine home care rate is reimbursed if less skill than professional registered 
nursing, or licensed practical nursing, or less intensity than continuous home care is needed 
to enable the person to remain at home. 
   i. The routine home care rate includes the following services:  routine nursing services, 
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social work, counseling services, durable medical equipment, supplies, drugs, home health 
aide/homemakers, physical therapy, occupational therapy, and speech-language pathology 
services.  The routine home care rate includes respite care delivered in the home that is not 
predominately nursing care. 
   ii. The routine home care rate is reimbursed when the beneficiary is not receiving 
continuous home care, regardless of the volume and intensity of routine home care 
services. 
  2. The continuous home care rate is reimbursed only during a period of medical crisis to 
maintain the beneficiary at home where most of care is skilled nursing care on a continuous 
basis to achieve palliation or management of the beneficiary's acute medical symptoms and 
only as necessary to maintain the beneficiary at home. 
   i. A minimum of eight hours of nursing care must be provided during a 24- hour day which 
begins and ends at midnight before the Continuous Home Care rate can be paid.  The 
nursing care need not be sequential, that is, four hours may be provided in the morning and 
four hours in the evening of the same day. 
   ii. The nursing care must be provided either by a registered professional nurse, or a 
licensed practical nurse under the supervision of a registered professional nurse.  More than 
half (four hours or more) of the period of care must be nursing care provided by licensed 
nurses. 
   iii. The Continuous Home Care rate includes homemaker/home health aide services which 
may be provided to supplement the nursing care, but not to substitute for the minimal 
amount of nursing care provided by the licensed nurses. 
  3. Inpatient respite care is short-term, occasional, inpatient care provided to the beneficiary 
in a hospital or nursing facility only when necessary to relieve the family members or other 
persons caring for the beneficiary at home. 
   i. The inpatient respite care rate is not reimbursed for more than five  
consecutive days. 
   ii. Inpatient respite care is provided by a hospice to a Medicaid hospice beneficiary in 
either a hospital or a nursing facility.  The inpatient respite care rate or the payment of room 
and board services under hospice is not provided when a beneficiary is considered a 
nursing facility patient and not a hospice patient. 
  4. The general inpatient care rate is reimbursed when provided in a hospital or nursing 
facility during periods of acute medical crisis, for palliative care, for pain control, or 
management of acute and severe clinical problems which cannot be managed in another 
setting. 
  5. Concerning the limitation on the aggregate payments to hospice providers for inpatient 
respite care and general inpatient care, see N.J.A.C. 10:53A- 4.3. 
 
(d) Specific services provided by a hospice within each level of care related to the terminal 
illness and paid under the per diem rate schedule, are listed as follows: 
  1. Nursing care provided by or under the supervision of a registered professional nurse; 
  2. Physical therapy, occupational therapy, and speech-language pathology provided by a 
qualified therapist for the purpose of symptom control or to enable the beneficiary to 
maintain activities of daily living and basic functional skills; 
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  3. Medicaid social services provided by a social worker who has met the Medicare 
certification requirements for education (See 42 U.S.C. §  1395x) and is working under the 
direction of a physician and with the interdisciplinary team; 
  4. Homemaker/home health aide services shall be provided by a homemaker/home health 
aide. 
   i. Homemaker/ home health aide services may be provided on a 24-hour, continuous 
basis but only during periods of a beneficiary's crisis, not a family crisis, and only as 
necessary to maintain the terminally ill beneficiary at home; 
   ii. A registered professional nurse shall visit the home of the hospice beneficiary at least 
every two weeks when homemaker/home health aide services are provided for the purpose 
of assessing the homemaker/home health aide services and provide education and 
supervision to the aide, as needed; 
  5. Durable medical equipment and supplies included in the plan of care, as well as self-
help and personal comfort items which are reasonable and necessary for palliation and 
management of the beneficiary's terminal illness; 
  6. Drugs and biologicals included in the plan of care primarily for the relief of pain and 
symptom control for a beneficiary's terminal illness; and 
  7. Counseling, provided with respect to care of the terminally ill beneficiary, for family 
members or other persons caring for the beneficiary at home and provided by members of 
the interdisciplinary group, as well as by other qualified professionals as determined by the 
hospice provider. 
   i. Counseling, including dietary counseling, shall be provided both for the purpose of 
training the beneficiary's family or other caregiver to provide care, and for the purpose of 
helping the beneficiary and those caring for him or her to adjust to the nature of the 
beneficiary's illness. 
   ii. Bereavement counseling consists of counseling services provided to the beneficiary's 
family after the beneficiary's death under the supervision of a qualified professional.  
Bereavement counseling is a required inclusive component of hospice service and is not 
separately reimbursed by Medicaid/NJ FamilyCare. 
    (1) The plan of care shall clearly delineate the type of counseling services to be provided 
and the frequency of the delivery of the service which shall be offered up to one year 
following the death of the beneficiary. 
   iii. Dietary counseling, when necessary, provided by a qualified professional dietitian or 
dietary consultant. 
   iv. Spiritual counseling including notice to the beneficiary as to the availability of 
appropriate clergy. 
 
(e) Room and board services identical to those provided to non-hospice Medicaid/NJ 
FamilyCare FFS beneficiaries shall be provided for hospice beneficiaries residing in a 
nursing facility.  The beneficiary eligible for hospice services who is residing in a 
Medicaid/NJ FamilyCare FFS participating nursing facility is considered a hospice 
beneficiary not a patient of a nursing facility. 
  1. Room and board services include the performance of personal care services, assistance 
in activities of daily living, provision of patient social activities, the administration of 
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medications, the maintenance of the cleanliness of a resident's room, and supervision and 
assistance in the use of durable equipment and prescribed therapies. 
  2. The Pre-admission Screening (PAS) rules do not apply to a hospice patient admitted 
directly to a nursing facility or changed from nursing facility care to hospice care.  This 
individual would be considered a hospice patient not an NF patient.  If the hospice patient 
revokes the hospice benefits and returns to that NF's care or the care of another NF, the 
PAS rules apply which are in N.J.A.C. 10:63, Long Term Care Services. 
 
(f) Physician services for administration, interdisciplinary group activities, and general 
supervisory activities of the medical director, his or her designated representative, or other 
physician employees of the hospice provider, or those working under arrangements with the 
hospice, are considered "core services" and are included in the hospice per diem rate.  
These services shall not be billed separately to the fiscal agent. 
  1. The cost of physician services for direct personal care shall be covered as a separate 
service only for physician employees of the hospice who do not volunteer for these services.  
In such instances, the physician may receive separate reimbursement above the hospice 
per diem rate when physician services are billed by this employee.  The hospice shall not 
bill on behalf of the physician for these direct personal care services.  For the procedures for 
the reimbursement of these services, see N.J.A.C. 10:53A-4.2. 
 
(g) Regarding other covered services, some Medicaid/NJ FamilyCare FFS services which 
are not duplicative of hospice services may be covered by Medicaid/NJ FamilyCare FFS for 
the hospice beneficiary.  These services include optometric and optical services, prosthetic 
and orthotic services, medical day care services, and personal care assistant services.  
These services must be approved by the interdisciplinary team, be consistent with the plan 
of care and be determined to be medically necessary. 
  1. The personal care assistant (PCA) services shall be provided to a hospice beneficiary 
by Medicaid/NJ FamilyCare FFS approved PCA providers.  (See N.J.A.C. 10:60-1.7, 1.8 
and 1.9, concerning Home Care Services). Personal care assistant services shall be 
included in the plan of care, and must not be duplicate services covered and reimbursed 
under the hospice per diem. 
  2. Personal care assistant services for hospice beneficiaries shall be used only to replace 
the live-in primary adult caregiver as defined in N.J.A.C. 10:60-1.2, and provided under the 
limitations of N.J.A.C. 10:60-1.9. 
 
10:53A-3.5 Services unrelated to the terminal illness 
(a) The hospice beneficiary, by signing the Election of Hospice Benefits Statement, FD-378 
(6/92) agrees to waive most regular Medicaid/NJ FamilyCare FFS services. However, 
Medicaid/NJ FamilyCare FFS covered services unrelated to the terminal illness, included in 
the plan of care, may be provided by approved Medicaid/NJ FamilyCare FFS providers 
upon approval of the interdisciplinary team of the hospice. 
  1. The reasons for providing unrelated services and the verification that the unrelated 
services are not, in any way, related to the terminal illness shall be documented in the plan 
of care by a member of the interdisciplinary team. 
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   i. Documentation shall clearly specify those services that are related to and those services 
that are unrelated to the terminal illness. 
   ii. Services unrelated to the terminal illness are subject to the same coverage provisions, 
limitations, prior authorization requirements, and conditions applied to services available to 
other general non-hospice Medicaid/NJ FamilyCare FFS beneficiaries. 
   iii. All payments for services (except for physician's services) that are unrelated to the 
terminal illness may be denied if not approved by the interdisciplinary team, documented in 
the plan of care and on file in the patient's medical record. 
 
(b) The unlimited number of subsequent 60-day periods beyond 180 days of hospice care 
must also be approved by the interdisciplinary team of the hospice as an integral part of the 
plan of care. 
  1. If an unlimited number of 60-day periods of hospice services is anticipated, the hospice 
shall document in the beneficiary's medical record, the approval of this period by the 
interdisciplinary team at the beginning of the first 60-day benefit period.  Approval by the 
interdisciplinary team prior to the delivery of hospice services is required for payment for 
services. 
  2. A new Physician Certification/Recertification for Hospice Benefits Form, FD-385 (6/92) is 
required for the approval by the interdisciplinary team for each benefit period. 
 
(c) The documentation of the approval of unrelated services and each subsequent 60-day 
period shall be filed in the beneficiary's medical record with the copy of the claim form and 
be made available upon request for post-payment review purposes. 
 
10:53A-3.6 Plan of care 
(a) Requirements for the initial plan of care for beneficiaries of hospice services are listed 
below: 
  1. At least one of the persons involved in developing the initial plan of care shall be a 
registered professional nurse or physician. 
  2. In establishing the initial plan of care, the member of the basic interdisciplinary group (a 
physician, a registered professional nurse, a medical social worker, or a counselor) who 
assesses the beneficiary's needs shall contact at least one other group member before 
writing the initial plan of care. 
  3. The initial plan of care shall be established on the same day as the assessment if the 
day of assessment is to be considered a covered day for hospice services. 
  4. At a minimum, the other two members of the basic interdisciplinary group shall review 
the initial plan of care and provide their input to the plan of care within two calendar days of 
the day of assessment. 
  5. The initial plan of care shall be approved by the Medical Director of the hospice by his or 
her signature on the plan of care in the medical record, thereby assuming professional 
medical responsibility for the hospice care. 
 
(b) Requirements for the continuing plan of care for beneficiaries of hospice services are 
listed below: 
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  1. All services provided to each hospice beneficiary must be approved by the 
interdisciplinary team of the hospice as an integral part of the plan of care.  The medical 
necessity for emergent/urgent services shall be justified by the attending physician and 
documented in the plan of care in the medical record. 
  2. The plan of care shall be signed by the attending physician, the Medical Director or his 
or her physician designee and the interdisciplinary group prior to the complete 
implementation of the plan of care, thereby assuming the professional medical responsibility 
for the hospice care. 
  3. The plan of care shall be reviewed and updated in a timely manner as specified by the 
plan of care, but at least once a month, by the attending physician, the Medical Director or 
physician designee, and the interdisciplinary team.  These reviews shall be documented in 
the hospice beneficiary's medical record. 
  4. The plan shall include the assessment of the beneficiary's needs and identification of the 
services, including the management of discomfort and symptom relief.  The scope and 
frequency of hospice services and other services needed to meet the needs of the hospice 
beneficiary and the family shall be stated in detail in the plan of care and appropriately 
documented in the medical record. 
 
10:53A-3.7 Provision for beneficiary fair hearings 
Pursuant to N.J.A.C. 10:49-10, Notices, Appeals and Fair Hearings, Medicaid/NJ 
FamilyCare FFS beneficiaries have the right to file for fair hearings. 
 
 
 
 
 
 
 
 
 

END OF SUBCHAPTER 3 
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SUBCHAPTER 4. BASIS OF PAYMENT 
 
10:53A-4.1 Post-eligibility treatment of income 
(a) For a hospice beneficiary residing at home, who is eligible only for hospice services, the 
policy for handling the post-eligibility treatment of income is the same as that of the 
Division's home and community-based waivers, for example ACCAP.  For these 
beneficiaries, there is no available income to be applied to the cost of care because the 
maintenance standard in the home and community based waiver programs has been 
determined to be equal to the income eligibility standards for Title XIX approved facilities 
(see N.J.A.C. 10:71-5). 
 
(b) For a beneficiary who is residing in a nursing facility and receiving hospice under 
Medicaid/NJ FamilyCare FFS, payment to the hospice for room and board services shall be 
reduced by the beneficiary's available income.  Available income is that amount which 
remains after deducting certain amounts from the beneficiary's gross income, as determined 
in accordance with the N.J.A.C. 10:71. 
  1. Instructions for the use of the Statement of Available Income for Medicaid Payment PR-
1 Form #10 in the Appendix, incorporated herein by reference, are as follows: 
   i. The hospice is responsible for ensuring that the amount of the beneficiary's available 
income is reported and that the amount corresponds to that attributed to the beneficiary's 
account on the Statement of Available Income for Medicaid Payment PR-1.  The available 
income must be deducted by the hospice from the amount billed the fiscal agent.  The 
hospice shall be liable to the Division for any available income not reported to the fiscal 
agent by the hospice. 
   ii. The Statement of Available Income for Medicaid Payment PR-1 is completed by the 
CBOSS on each non-SSI Medicaid/NJ FamilyCare FFS beneficiary that receives hospice 
services who is a hospice beneficiary residing in the NF. 
    (1) The PR-1 form reflects the beneficiary's available income that remains after deducting 
certain amounts for the maintenance of a community spouse, the maintenance of other 
dependent relatives, health insurance premiums, and the personal needs allowance (PNA).  
A PR-1 form must be attached to a copy of the HCFA 1500 claim, and be kept in the 
beneficiary's billing record when requesting payment from Medicaid/NJ FamilyCare FFS for 
the cost of hospice care, as specified in (b)1ii(2) through (5) below. 
    (2) The hospice is responsible for maintaining a personal needs allowance (PNA) account 
and making these monies available for use by the beneficiary. 
    (3) It is the responsibility of the hospice to deduct the applicable amount of the available 
income (which corresponds to that attributed to the beneficiary on the PR-1 form) from the 
total per diem charges for the payment of room and board services on the HCFA 1500 
claim. 
    (4) The PR-1 form shall be obtained by the hospice from the NF for each beneficiary of 
hospice services who has been on the Long Term Care Facility billing system.  The hospice 
shall negotiate the change in the collection of this income with the nursing facility, if 
applicable, or collect it from the beneficiary and/or family. 
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    (5) For the hospice applicant who has not previously been on the Long Term Care Facility 
billing system as an NF patient, the CBOSS shall generate the PR-1form for the use of the 
hospice. 
    (6) For individuals with no income, or income below $60.00 per month, who continue to 
qualify for Supplemental Security Income (SSI) payments and Medicaid, no PR-1 form is 
required upon admission to hospice care status. 
     (A) For these hospice beneficiaries, confirmation of the SSI status should be obtained 
from the MACC and documented in the hospice billing record. 
     (B) When submitting the HCFA 1500 claim, the hospice shall note in the beneficiary's 
billing record and state in the "REMARKS" area of the claim, the wording "SSI Eligible." 
 
(c) Regarding adjustments to the PR-1, the CBOSS is required to report all changes of 
income on an amended PR-1 to the hospice. 
  1. When special exceptions apply (for example, in the month of admission, for verified 
living expenses, and for the first two months of Medicare premium deductions), the PA-3L 
form will reflect those changes for the applicable month(s). 
  2. The beneficiary and/or the family are required to report all changes of available income 
to the CBOSS. Additionally, the hospice should report any changes in financial 
circumstances to the CBOSS.  For those changes which impact on available income, a new 
PR-1 form must be generated by the CBOSS, indicating the month for which the change is 
effective. 
  3. When an amended PR-1 form affects the periods of service that have already been 
billed by the hospice, a "RETROACTIVE ADJUSTMENT" shall be submitted to the fiscal 
agent.  The reason for the adjustment shall be recorded in the "REMARKS" area of the 
HCFA 1500 claim and also in the beneficiary billing record at the hospice. 
  4. On post-payment quality assurance review, the hospice is liable to the Division for any 
of the beneficiary's available income not deducted appropriately from the claim forms. 
 
(d) The hospice shall receive the PR-1 completed by the CBOSS according to the following 
instructions for when the available income is applied:  For any full or part of a calendar 
month in hospice care status, all available income shown on the PR-1 form shall be applied 
to the cost of the care and subtracted from the per diem charge on the HCFA 1500 claim, 
except as indicated in (d)1 through 4 below. 
  1. The instructions in this paragraph apply on admission from a nursing facility.  For the 
beneficiary who is admitted to hospice care status from an NF during a given calendar 
month, the available income may have already been utilized by the NF to offset the cost of 
care in the same month of admission to hospice care status.  Thus, no income is applicable 
to the hospice for the first calendar month.  This applies only if it is a partial calendar month 
of hospice room and board services.  No new PR-1form is generated by the CBOSS but a 
copy of the PR-1 form must be obtained from the NF and kept in the patient's record.  The 
hospice must certify to this fact in the beneficiary's billing record and in the "REMARKS" 
area of the claim form with the following statement: 
 
"INCOME APPLIED TO THE NF COST OF CARE FOR (ADD THE MONTH AND YEAR TO 
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WHICH THE COST IS APPLIED)" 
 
  2. The instructions in this paragraph apply on admission from the community.  For a 
hospice beneficiary admitted from the community, an exemption for verified living expenses 
is permitted in computing available income.  An amended PR-1 form shall be generated 
from the CBOSS indicating the adjusted amount to be deducted from the hospice per diem 
charge for that month.  Under no circumstances must the requested exemption exceed the 
verified living expenses.  (This deduction is not applicable for hospice beneficiaries who are 
returning to hospice care from the hospital.) 
  3. In reviewing the PR-1 form to determine what income should be applied to a billing 
month, the effective date in each of the numbered columns (PR-1 # 1, # 2, and # 3) shall be 
carefully checked.  This is particularly significant for hospice beneficiaries admitted from the 
community or the hospital, as income may change within the first three months due to 
changes in income deductions, specifically Medicare premium payments. 
  4. The instructions for completing the PR-1 form when the beneficiary has been discharged 
or has died, are as follows: 
   i. For the discharge month or that partial part of the month in the hospice care, the 
available income amount shown on the PR-1 form shall be applied to the cost of care.  If the 
income exceeds the charge for that month, the balance of income not applied to the cost of 
care shall be returned to the beneficiary.  Exceptions to this general policy are indicated in 
(d)4ii through v below. 
   ii. For the hospice beneficiary who is discharged to the community, the amount of 
available income may be reduced by an amount to cover anticipated living expenses.  
However, this must be reflected on the PR-1 form by the CBOSS. When the PR-1 form does 
not reflect the reduction, contact the CBOSS to effect the change. 
   iii. For the hospice beneficiary who dies on the first, second, or third day of the month, and 
income is not available because the check could not be endorsed and was returned, the 
HCFA 1500 claim shall be so annotated in the "REMARKS" area stating "Beneficiary” 
expired on (date)--income not available for use." A notation on the billing record shall be 
made that the hospice provider returned the check to the hospice recipient's estate. 
   iv. For the hospice beneficiary who dies after the third day of the month and the income is 
not available because the check was returned, the HCFA 1500 claim should be so 
annotated and documentation (that is, SSA transmittal receipt) retained in the hospice billing 
files.  The HCFA 1500 claim shall be annotated in the "REMARKS" area--"Check returned--
SSA transmittal receipts available--income not available for use." 
   v. For the hospice beneficiary who is admitted to nursing facility care (in the same or in a 
different NF) after being discharged from the hospice, the hospice shall provide the NF with 
a copy of the HCFA 1500 claim indicating the amount of the patient's available income that 
was applied to the hospice's room and board bill in the discharge month, so that the NF may 
accurately reflect the balance amount of the NF admission month billing.  The following is 
directed to the hospice for informational purposes only:  The nursing facility will also 
complete an LTC-2 form and attach a copy of the HCFA 1500 claim (copy only to CBOSS) 
to notify the CBOSS, MACC, and the Department of Health and Senior Services, Long Term 
Care Field Office of the admission of the hospice patient from hospice care to NF care.  The 
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amount of the patient's available income that was applied to the hospice room and board 
care should be calculated on the HCFA 1500 claim form so that a new PA-3L form can be 
issued for the month of admission to the NF. 
 
10:53A-4.2 Basis of payment--hospice providers 
(a) The Division reimburses an approved hospice provider for those hospice services 
related to the terminal illness and included in the beneficiary's plan of care according to the 
methodology and indices in section 1814(i)(1)(C)(ii), 1814(i)(2)(B) and 1814(i)(2)(D) of the 
Social Security Act. 
  1. One of the four predetermined, cost-related prospective payment rates subject to the 
"cap" amounts (see N.J.A.C. 10:53A-1.2 for definition of "cap") is reimbursed for each day 
the beneficiary is receiving hospice services (see N.J.A.C. 10:53A-4.4 for calculations). The 
rates vary depending on the level of care which is based on the type and intensity of 
services furnished on that day and are consistent with the plan of care.  The levels of care 
are, as follows: 
   i. Routine home care; 
   ii. Continuous home care; 
   iii. Inpatient respite care; and 
   iv. General inpatient care. 

 
(b) The rules regarding the reimbursement for each level of care related to the per diem are 
described below: 
  1. The hospice is reimbursed at the routine home care rate for routine nursing services, 
social work, counseling services, durable medical equipment, medical supplies and 
equipment, drugs, biologicals, home health aide/homemaker services, physical therapy, 
occupational therapy, and speech-language pathology services.  The "routine home care 
rate" is also reimbursed to the hospice for home care provided continuously that is not 
predominately nursing care and includes respite care delivered in the home. 
   i. The "routine home care rate" is reimbursed when the beneficiary is not receiving 
"continuous home care rate" regardless of the volume and intensity of routine home care 
services. 
  2. The hospice is reimbursed at the continuous home care rate for services provided in 
periods of acute medical crisis, where the predominance of care is skilled nursing care on a 
continuous basis, to achieve palliation or management of the beneficiary's acute medical 
symptoms and only as necessary to maintain the beneficiary at home. 
   i. At least eight hours of nursing care in a 24-hour period has to be provided before the 
continuous home care rate may be paid.  Continuous home care is reimbursed at the 
continuous home care daily rate divided by 24 to determine the hourly rate.  For every hour 
of continuous care furnished, the hourly rate is reimbursed up to 24 hours furnished in a 
day, as applicable. 
   ii. Up to 24 hours of nursing care in a 24-hour period in the home may be provided 
primarily by the registered professional nurse, or a licensed practical nurse together with 
and under the supervision of a registered professional nurse, with the support of the 
homemaker/home health aide staff. 
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  3. The hospice is reimbursed at the inpatient respite care rate for care provided on an 
intermittent, non-routine, and/or occasional need basis for each day a hospice eligible 
beneficiary is in an approved inpatient facility (nursing facility or general hospital) receiving 
respite care.  The beneficiary is not in need of general inpatient care. 
   i. Payment for inpatient respite care is made for a maximum of five consecutive days at a 
time, including the date of admission but not counting the date of discharge.  Payment of the 
sixth day and any subsequent day is reimbursed at the routine home care rate. 
    (1) The hospice may be paid the appropriate home care rate (either the routine or 
continuous home care rate) for the discharge day unless the beneficiary dies as an 
inpatient.  When the beneficiary dies as an inpatient, the inpatient respite care is reimbursed 
for the day of death. 
   ii. Payments to a hospice for inpatient respite care are also limited according to the 
aggregate number of days of inpatient respite care furnished to Medicaid/NJ FamilyCare 
FFS patients per year for that particular hospice.  (See N.J.A.C. 10:53A-4.4 for further 
description relating to the calculation of this limitation.) 
   iii. The hospice "inpatient respite care rate" is not reimbursed to the nursing facility for care 
provided to nursing facility patients that are not Medicaid/NJ FamilyCare FFS hospice 
patients of a Medicaid/NJ FamilyCare participating hospice.  Thus, even though the hospice 
patients are residing in a nursing facility, the provider shall consider the beneficiary, for 
reimbursement purposes, a hospice patient, not a nursing facility patient. 
  4. The general inpatient care rate is reimbursed for services provided in a hospital or 
nursing facility in periods of acute medical crisis, for hospitalized beneficiaries for palliative 
care for pain control or management of acute and severe clinical problems which cannot be 
managed in other settings. For example, reimbursement at the general inpatient care rate is 
made during situations when the beneficiary's condition is such that it is no longer possible 
to maintain the beneficiary at home, as determined and specified in the plan of care. 
   i. None of the other fixed payment rates, such as routine home care, are applicable for the 
day on which the patient receives hospice general inpatient care, except as stated below for 
the day of discharge. 
    (1) For the day of discharge from an inpatient unit, the appropriate home care rate (either 
the routine or continuous home care rate) is reimbursed unless the beneficiary dies as an 
inpatient.  In this situation, when the beneficiary dies, the general inpatient care rate is 
reimbursed for the day of death. 
   ii. Payments to a hospice for general inpatient care are limited according to the aggregate 
number of days of inpatient care furnished to Medicaid/NJ FamilyCare FFS patients per 
year for that particular hospice.  (See N.J.A.C. 10:53A-4.4 for information on calculating this 
limitation.) 
 
(c) In addition to the per diem rates listed in (a) above, the following rates may be 
reimbursed according to the special circumstances listed below: 
  1. The room and board rate is reimbursed on a per diem basis for hospice services 
provided to Medicaid/NJ FamilyCare FFS hospice beneficiaries at the specific Medicaid 
participating NF where the hospice beneficiary is residing.  This rate may be reimbursed to 
the hospice in addition to the rate for routine home care or continuous home care.  (Note:  
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The Medicaid/NJ FamilyCare FFS hospice beneficiary residing in a NF is not a beneficiary 
of the nursing facility (NF) but a hospice beneficiary.) 
   i. The room and board rate is calculated at 95 percent of the approved Medicaid NF per 
diem rate (institutionally specific) effective at the time services are provided, and excluding 
retroactive rate adjustments, retroactive add-ons and special program rates for private and 
county nursing facilities.  After the NF's room and board rate is calculated, the patient's total 
available income shall be deducted to determine the rate billed to the Medicaid program.  
The NF contracts with the hospice to accept the beneficiary based on actual room and 
board components provided to the beneficiary by the NF. The provider number and name of 
the nursing facility where the beneficiary resides and with whom the hospice contracts must 
be placed in the "REMARKS" area of the HCFA 1500 claim. 
    (1) The calculated rate used by the hospice as the per diem room and board rate may be 
obtained from: 

Department of Health and Senior Services 
Division of Senior Benefits and Utilization 
Office of Nursing Facility Rate Setting and  
Reimbursement 
P.O. Box 715 
Trenton, New Jersey 08625 
 

   ii. The Division shall continue to pay the hospice the room and board rate for the purpose 
of retaining the bed for therapeutic leave or during a period of hospitalization, if indicated.  
The hospice is responsible through its contract with the NF to reimburse the NF to retain the 
bed. 
    (1) Nursing facility bed reservation days rate (for therapeutic leave from the NF to home):  
The hospice is reimbursed the room and board rate for reserving an NF bed for hospice 
beneficiaries residing in an NF who return to a home setting temporarily for therapeutic 
leave.  The bed reservation days rate (not to exceed 24 days per calendar year) is paid to 
the hospice provider in addition to the rate of routine home care or continuous home care. 
    (2) Nursing facility bed reservation days rate is reimbursed during a period of 
hospitalization (commonly known as "bed hold days"): The hospice is reimbursed the room 
and board rate for reserving a nursing facility bed for hospice beneficiaries residing in a 
nursing facility who require inpatient hospitalization.  Bed reservation days (not to exceed 10 
consecutive days per period of hospitalization) are paid to the hospice in addition to the rate 
for general inpatient care. 
    (3) The responsibility for the bed reservation policy, listed in (c)1ii(1) and (2) above, and 
the submission of claims for these days rests with the hospice. 
 
(d) Payment of the four "level of care" rates will be made to hospice providers at the 
predetermined minimum prospective Medicaid payment rates revised annually by the 
Federal Centers for Medicare and Medicaid Services (CMS) (see N.J.A.C. 10:53A-5 for the 
references for the methodology). The payment rates will be adjusted by the Division for 
regional differences in wages, using indices and methodology determined by CMS. 
  1. A hospice program shall submit claims for payment for hospice routine home care and 
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continuous home care furnished in an individual’s home based on the geographic location at 
which the service is furnished, that is, the county in which the beneficiary's home is located, 
rather than the location of the service provider's business office. 
  2. The regional designation of a provider for wage adjustment purposes will be determined 
by the location of the main business office of the hospice provider. 
  3. Since the four level of care rates are prospective rates, there shall be no retroactive 
adjustments other than the application of the “cap” on overall payments and the limitation on 
payments for inpatient care, if applicable.  The rate paid for any particular day may vary 
depending on the level of care furnished to the beneficiary.  The cap and limitation on 
payment for inpatient care are described in N.J.A.C. 10:53A-4.4. 
 
(e) No deductible shall be imposed for services furnished by hospices to Medicaid/NJ 
FamilyCare FFS beneficiaries during the period of election, regardless of the setting in 
which the services are provided. 
  1. Hospices shall not charge Medicaid/NJ FamilyCare beneficiaries directly for Medicare 
coinsurance amounts. 
 
(f) For beneficiaries at home who are dually eligible for both Medicare and Medicaid, and 
who are receiving Medicare hospice benefits, the hospice may bill the Medicaid fiscal agent 
for the five percent co-payment for outpatient drugs and biologicals on the HCFA 1500 
claim. 
  1. The co-payment reimbursement shall be a maximum of five percent per prescription 
cost of each outpatient drug and/or biologicals but shall not exceed $5.00 for each 
prescription. 
  2. Copies of the Explanation of Medicare Benefits (EOMB), or other health, or insurance 
carriers' denial, or Explanation of Benefits (EOB) statements, or other third party liability 
statements shall be attached to the copy of the HCFA 1500 claim filed in the beneficiary's 
billing record, as well as an invoice for the outpatient drugs and/or biologicals to which the 
five percent co-payment is applied for post payment review.  The pharmacy attachment or 
EOMB (EOB, etc.) shall not be attached to the HCFA 1500 claim submitted to the Medicaid 
fiscal agent. 
 
(g) For beneficiaries who are dually eligible for Medicare and Medicaid and who are 
receiving Medicare hospice benefits, the hospice may bill the Medicaid fiscal agent for the 
Medicare co-payment for each inpatient respite care day equal to five percent of the 
payment made for each respite care day by Medicare. 
  1. Copies of the EOMB, or other health or life insurance carriers' denial, or EOB 
statements, or other third party liability statements shall be attached to a copy of the HCFA 
1500 claim filed in the beneficiary's medical record, as well as an invoice for inpatient 
respite care to which the five percent co-payment is applied.  The invoice for inpatient 
respite care or the EOMB (EOB, etc.) shall not be attached when submitting the HCFA 1500 
claim to the fiscal agent. 
 
(h) In addition, for dually eligible Medicare and Medicaid hospice beneficiaries, the hospice 
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shall submit claims first to Medicare.  Payment by Medicaid for unrelated services or for 
coinsurance requires an EOMB or EOB to be attached to the claim submitted to the 
Medicaid Fiscal Agent. 
 
(i) The hospice shall not overlap from one calendar month to another in the billing process 
or bill for more than one calendar month's hospice benefit and/or room and board charges 
on each claim form. 
 
(j) The amount of the Medicare coinsurance payment to be reimbursed to the hospice by 
Medicaid shall be submitted on a separate HCFA 1500 claim from the other per diem 
charges. 
 
10:53A-4.3 Basis of payment--physician services 
(a) The method of calculation of the basic per diem rates for hospice services listed in 
N.J.A.C. 10:53A-4.1 includes the costs of the administrative and general supervisory 
activities performed by physicians who are employees of the hospice provider or those 
working under financial arrangements with the hospice provider. 
  1. The administrative and supervisory activities are generally performed by the physician 
serving as the Medical Director and/or the physician member of the hospice interdisciplinary 
group. 
   i. Interdisciplinary group activities include participation in the establishment of plans of 
care, supervision of care and services, periodic review and updating of plans of care, and 
the establishment of governing policies. 
 
(b) The Division shall pay the physician for only direct patient care services furnished to 
Medicaid/NJ FamilyCare FFS hospice beneficiaries by hospice physician employees, and 
for physician services furnished under arrangements made by the hospice, unless the 
services were provided on a volunteer basis.  The cost of the direct patient care services of 
the physician who is employed by or under contract with the hospice agency shall be 
submitted on the HCFA 1500 claim by the physician to the fiscal agent. 
  1. Physician services furnished on a volunteer basis are excluded from Medicaid/NJ 
FamilyCare FFS reimbursement. 
  2. The physician may bill for services which are not provided on a volunteer basis.  
However, the physician shall treat Medicaid and NJ FamilyCare FFS beneficiaries on the 
same basis as other beneficiaries in the hospice.  For instance, a physician may not 
designate all physician services rendered to non-Medicaid patients as volunteered and at 
the same time seek payment from the hospice for all physician services rendered to 
Medicaid and NJ FamilyCare FFS beneficiaries. 
 
(c) The attending physician shall bill only for direct personal care services and not for other 
costs such as laboratory or X-rays, which are to be included in the hospice per diem rate. 
  1. The costs of attending physician's direct personal care services shall not be included in 
the hospice cap determinations. 
 

http://www.westlaw.com/Find/Default.wl?rs=++++1.0&vr=2.0&DB=1012299&DocName=NJADC10%3A53A-4.1&FindType=L
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(d) Attending physician services and other specialty physician services, including 
consultation services provided by physicians who are not employees of the hospice, are 
reimbursed as covered services on a fee-for-service basis under N.J.A.C. 10:54, Physician 
Services, separate from the method of calculation of the hospice per diem rates listed in 
N.J.A.C. 10:53A-4.2. 
  1. The hospice shall state the name of the physician who has been designated the 
attending physician (whenever the attending physician is not a hospice employee) in the 
plan of care and on the Election of Hospice Benefits Statement, FD-378 (2/02); and specify 
whether the attending physician services are either related or unrelated to the beneficiary's 
terminal illness. 
 
10:53A-4.4 Limitations on reimbursement for hospice services 
(a) The Division limits aggregate payments to a hospice during a hospice "cap" period to the 
same degree, amount, and methodology as Medicare except the room and board per diem 
amounts reimbursed to hospice providers for services provided in a nursing facility are not 
subject to the "cap limitations" on the overall reimbursement to hospice providers. 
  1. Any payments in excess of the "cap" must be refunded by the hospice to the Division. 
 
(b) The Division also limits payment for inpatient care according to the number of days of 
inpatient care furnished to hospice beneficiaries in the aggregate for that provider.  The 
computation of the limitation is as follows: 
  1. During the 12-month period beginning November 1 of each year and ending October 31 
of the following year, the aggregate number of inpatient days (both for general inpatient care 
and inpatient respite care) shall not exceed 20 percent of the aggregate total number of 
days of hospice care provided to all Medicaid and NJ FamilyCare FFS beneficiaries during 
that same period. 
   i. The maximum allowable number of inpatient days shall be calculated by multiplying the 
total number of days of Medicaid/NJ FamilyCare hospice care by 20 percent. 
   ii. If the total number of days of inpatient care furnished to Medicaid and NJ FamilyCare 
FFS hospice beneficiaries is less than or equal to the maximum, no adjustment shall be 
made. 
   iii. If the total number of days of inpatient care exceeds the maximum allowable number, 
the amount of the limitation will be determined by: calculating a ratio of the maximum 
allowable days to the number of actual days of inpatient care, and multiplying this ratio by 
the total reimbursed for inpatient care (general and respite reimbursement); multiplying the 
excess inpatient care days by the routine home care rate; adding the amounts determined 
in the calculations of (b)1iii(1) and (2) above; and comparing the amount in (b)1iii(3) above 
with interim payments made to the hospice for inpatient care during the "cap period." 
    (1) The aggregate number of inpatient days (both for inpatient general and inpatient 
respite care) shall not exceed 20 percent of the aggregate total number of days of hospice 
care provided to all Medicaid/NJ FamilyCare beneficiaries during that same period. 
    (2)  Any payments in excess of the "cap" must be refunded by the hospice to the Division. 
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(a) The hospice shall submit claims in accordance with policies and procedures set forth in 
N.J.A.C. 10:49-7.1, 7.2 and 7.3, incorporated herein by reference, regarding the timely filing 
of claims and the timeliness of claims submission and inquiry. 
 
(b) Documents needed specifically for the administration of the Hospice Care Program are 
Forms #1 through #10 located in the Appendix at the end of this chapter and may be 
obtained by writing to the following address: 
 
    Division of Medical Assistance and Health Services 
    General Services 
    Attention:  Forms 
    PO Box 712, Mail Code #50 
    Trenton, New Jersey 08625-0712 
    (Fax:  609-584-4383) 
 
 
 
 
 
 
 

END OF SUBCHAPTER 4 
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SUBCHAPTER 5. HEALTHCARE COMMON PROCEDURE CODING SYSTEM 
(HCPCS) 

 
10:53A-5.1 Introduction 
(a) The New Jersey Medicaid/NJ FamilyCare program adopted the Health Care 
Financing Administration's (HCFA) Common Procedure Coding System 
(HCPCS).  The HCPCS procedure codes as listed in this subchapter are relevant 
to certain Medicaid/NJ FamilyCare hospice services. 
 
(b) For a complete description of the basis of payment for the HCPCS codes 
listed below, refer to N.J.A.C. 10:53A-4.2, Basis of payment-hospice providers in 
this chapter.  Section 1814(i)(1)(C)(ii) of the Social Security Act authorizes the 
rates and provides for annual increases in payment rates for hospice services.  
The Federally predetermined prospective annual rates are calculated based on 
the annual hospice rates established by Medicare.  Section 1814(i)(2)(B) of the 
Act provides for an annual increase in the hospice cap amounts.  Hospice 
payment rates for care and services are in effect from October 1 of one year to 
September 30 of the following year.  For the "cap" amounts, the fiscal year ends 
on October 31 of the calendar year.  In addition, Section 1814(i)(2)(D) of the Act 
requires that providers submit their claim for hospice services provided at an 
individual's home only on the basis of the geographic location at which the 
services are furnished. 
 
(c) States have the flexibility to establish hospice rates at amounts no lower than 
the Medicare allowable hospice rate.  The New Jersey Medicaid/NJ FamilyCare 
program is setting hospice rates for the four "levels of care" at the prospective 
predetermined levels which are determined by CMS. 
 
(d) The rates marked with an asterisk are adjusted for regional differences in 
wages, in accordance with 42 CFR 418.306, using indices based on regions 
listed initially in the Federal statute as referenced in (b) above.  Specific 
directions for calculating individual hospice rates for the four levels of hospice 
care (routine, continuous, inpatient respite and general inpatient care); for the co-
payment for inpatient respite care; and for the annual update of the rates and the 
wage indices, can be found in the Federal Register, published annually, in 
accordance with 42 CFR 418.306, or by contacting the United States Department 
of Health and Human Services, Centers for Medicare & Medicaid Administration. 
 
10:53A-5.2 HCPCS procedure codes for hospice services 
Note: The rates of the procedure codes marked with an asterisk (*) are subject to 
an adjustment based on regional differences in wages as set by Federal statute 
and current annual Federal Register updates as referenced in N.J.A.C. 10:53A-
5.1(b) and (d). 
 
 *Y6333      ROUTINE HOME CARE RATE 
             Per diem rate, calculated as referenced in N.J.A.C. 10:53A-5.1(d) 
               and N.J.A.C. 10:53A-4.2(b)1 and (d)1. 
 *Y6334      CONTINUOUS HOME CARE RATE 
             Per diem rate, calculated as referenced in N.J.A.C. 10:53A-5.1(d) 
               and in N.J.A.C. 10:53A-4.2(b)2 and (d)1. 

http://www.westlaw.com/Find/Default.wl?rs=++++1.0&vr=2.0&DB=1012299&DocName=NJADC10%3A53A-5.1&FindType=L
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 *Y6335      INPATIENT RESPITE CARE RATE 
             Per diem rate, calculated and adjusted annually in N.J.A.C. 
               10:53A-4.2(d) and 4.4. 
 *Y6336      GENERAL INPATIENT CARE RATE 
             Per diem rate, calculated and adjusted annually and limited 
               according to N.J.A.C. 10:53A-4.2(b)3 and (d). 
 Z2015       ROOM AND BOARD RATE 
             Per diem rate, calculated and adjusted annually as referenced in 
               N.J.A.C. 10:53A-4.2 (c) and (d). 
 Y6337       THERAPEUTIC LEAVE DAYS 
             Per diem rate, calculated, and annually adjusted, as referenced in 
               N.J.A.C. 10:53A-4.2(c)1ii and (d). 
 Y6338       BED RESERVATION DAYS RATE 
             Per diem rate, calculated and adjusted annually as referenced in 
               N.J.A.C. 10:53A-4.2(c)1ii and (d). 
 Y6339       HOSPICE RESPITE CO-PAYMENT 
             Per diem rate, as referenced in N.J.A.C. 10:53A-4.2(g). 
 Y6343       DRUG AND BIOLOGICALS CO-PAYMENT 
             Reimbursed as referenced in N.J.A.C. 10:53A-4.2(f). 
  
 
 
 
 
 
 

END OF SUBCHAPTER 5 
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